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DISCUSSION
Dr George Louridas (Winnipeg, Canada). Did you have a
look at patients’ risk factors? Were they adequately controlled?
Were the cholesterol levels normal? Were there ACE inhibitors?
And what effect does that have on disease progression?
Dr Kathleen G. Raman. That’s an excellent question.
In terms of medications, we really had data as far as whether
antihypertensives were implemented. In the VA population, dur-
ing that study period, aspirin and things like that are pretty much
standard treatment.
The implementation of lipid-lowering agents, however, prob-
ably occurred halfway through, and it’s difficult to say what effect
that would have had, although I think it’s an important criterion to
evaluate in future studies.
Dr Daniel B. Walsh (Lebanon, NH). How many of these
patients became symptomatic? What are your criteria for operation
on the contralateral side? If these men are all 80 years old, likely the
follow-up won’t be of particular utility.
Dr Raman. Those are excellent questions.
In terms of whether the patients were symptomatic, as part of
routine, we offer carotid endarterectomy to patients who are
deemed good surgical risks with above 80% stenosis. Advanced age
may in some cases cause us to observe the patients, but we focus
more on physiologic age than on chronologic age. I should note
that the average age of our patients in this study was in the
mid-60s. We had relatively few patients over age 80.
I think the importance of looking at clinical symptoms is
especially important in the intermediate group, where they may
not necessarily warrant carotid endarterectomy, though if they
have symptoms they get an endarterectomy.
Those data were not complete in our set, so it’s difficult for me
to say anything as far as whether or not symptoms occurred in the
intermediate-risk groups.
With regard to follow-up in elderly patients, I think carotid
stenting might be a viable option in patients at an advanced age or
in poor surgical risk candidates.
Dr Christian Bianchi (Loma Linda, Calif). Any data on
regression of disease in those prospective follow-up patients?
Dr Raman. We have data describing whether regression oc-
curred, though we have not subdivided it by category.
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